The aim of this study was to investigate comprehensive (classes 1-9) school teachers' views of the functionality of the social support networks in promoting pupils' health and well-being in school communities. This study belongs to the European Network of Health Promoting Schools programme (ENHPS) evaluation project in Finland. In this study partnership and the social support networks between home and school, school nurse and school community and school community and various other networks are a part of social capital that promote pupils' health and well-being. The survey data were collected from teachers (N = 22) by the means of web-based questionnaires in the spring terms in a four-year follow-up design. The teachers felt that the social support network and partnership between school and parents and school nurses was significant in promoting the health and well-being of pupils. However, parents and school nurses didn't always have opportunities to participate in the planning and evaluation of teaching and health promotion work in the schools. In the future, partnership will represent a potential way in which schools might build additional capacities and support for promoting pupils' health and well-being. Furthermore, social capital is not separate from other capital structures, such as cultural and economic capital, which are all needed.
INTRODUCTION
In recent years more attention has been placed on the health and well-being of pupils in both Finnish and wider international development, research and policy programs [1] [2] [3] . Learning outcomes in Finland are good, as evaluated by Organisation for Economic Cooperation and Development (OECD) Programme for International Students Assessment (PISA) studies [4] . However, there are problems in the everyday habits of school-aged pupils' health behaviour, like lack of sleeping hours as well as exercise [5] . To change pupils' health behaviour into a more positive direction, numerous improvement proposals have been made (the National Core Curriculum for Basic Education 2004 in Finland) [6] . For example, compulsory health education has been implemented in the Finnish comprehensive schools. In primary schools (classes 1-6, aged 7 to 12 years) health education is integrated with other subjects. In secondary schools (classes 7-9, aged 13 to 16 years) health education is an independent subject and after a transition period (to 2010/2011), the teacher who teaches health education will have to have 60 credits (approximately 1650 hours) of specific studies in school health education [7, 8] . However, pupils' healthy growth and the school day activities of the school staff are being threatened by different challenges, such as a lack of school satisfaction, stress concerning school, bullying, violence and even terrorist acts from outside the school [5, 9, 10] .
It is obvious that the school alone cannot solve the problems related to the threats to pupils' health and *Address correspondence to this author at the University of Eastern Finland, Department of Nursing Science, P.O. Box 1627, 70211 Kuopio, Finland; Tel: +358 40 355 2629; Fax: +358 17 162 632; E-mail: hannele.turunen@uef.fi well-being, and that's why the school must secure wider cooperation of the homes and school health service and other partners in the workday and operation of the school. In the future the school community must be able to utilise the cooperation of more partners than before also from different levels (for example, home-school co-operation, co-operation with public service branches of the locality and co-operation with the other schools locally, nationally and internationally), because this will make it possible to prevent and anticipate threats that endanger the health and safety of the pupils better and more widely than before.
In Finland, the Basic Education Act 628/1998, revision 477/2003 [11, 12] and the National Core Curriculum for Basic Education [6] standardize teaching and upbringing as the tasks of both the school and the home. The most important themes of the promotion of the health of school communities in Finland have been described in the National Core Curriculum for Basic Education [6] in connection with pupil welfare. For example, every school has to draw up a plan in the curriculum of the school in which the objectives of the school pupils' welfare are described, as to what activities promote health, well-being, security, social responsibility, and interaction in the school community and what type of co-operation there is between pupil welfare personnel and the home, school, pupil welfare experts or other experts, and the local support network [6] . The positive results of the home-school-community connection and the importance of these relations have been brought out in earlier research [13, 14] . Epstein (2001) , for example, emphasises that the bridges between home, school, and community are inevitably interconnected [15] . Therefore, it is important to learn about the most effective structures, processes, and practices that will produce good connections and positive results with home, school and other partners in promoting pupils' health and well-being.
However, the problem in practice is, and numerous research results also show [13] [14] [15] , the fact that co-operation between school and home is inadequate in supporting the health learning and well-being of the pupils. Even though collaboration between the home and the school can basically be quite functional and natural (e.g., parents participate in parents' evenings or other school activities), parents usually are not asked to participate in formulating or developing the school curriculum, as the National Core Curriculum for Basic Education requires [16] . Internationally there are partnership approaches and programmes suitable for the school day of the school [17] [18] [19] , but they are missing nearly totally from Finland. Thus, it is important to identify the social support network and the situation of partnerships and functioning in the school communities, so that partnership programmes which promote pupils' health and well-being can be developed in the future and carried out in practice.
PARTNERSHIP AND THE SOCIAL SUPPORT NETWORKS AS THE RESOURCES IN HEALTH PROMOTION
So that it will be possible to promote health in school communities in co-operation with different partners, resources are required. Sufficient resources make it possible to carry out the promotion of health. From the viewpoint of resources for the promotion of health and the forming of well-being, the concepts of social, cultural and economic capital have also been brought up [20] . The concept of capital is many-sided and there are many approaches to it; for example, Hancock (2001) has divided the concept of capital into human, natural, economic and social forms [21] . Ferguson (2006) has used the concepts of social, human and financial capital in a review article that deals with social capital and children's well-being [22] . Based on the results of this review article, he further divided social capital into the forms of family social capital and community social capital. The five components of family social capital are family structure, quality of parent-child relations, adult's interest in the child, parents' monitoring of the child's activities and extended family exchange and support. The components of community social capital are social support networks, civic engagement in local institutions, trust and safety, degree of religiosity, quality of school and quality of neighborhood.
Furthermore, Abel (2008) has divided capital into three forms: economic capital (income available for healthy housing, consumption, and recreational activities), social capital (interpersonal support for health enhancing behavior change, knowledge, et al.) and cultural capital (health enhancing values, norms, knowledge and skills) [20] . His thinking is based on the thoughts of cultural capital as resources, especially those of Bourdieu (1986) [23] . However, the one thing observed by the different authors in the articles is that the different forms of capital always affect each other also, even though their concepts or definitions differ from each other. Abel (2008) has examined health and health promotion activities especially from the point of view of cultural capital [20] . In earlier studies social capital, as one form of capital, has been defined as wide welfare-related effects in the promotion of the health and well-being of adults, children and adolescents [22, 24, 25] , so it is justified to adapt the theory of social capital also in the well-being and health of school communities. In this article we focus on social capital from the point of view of social support networks and partnership as the resources of the school community's and pupils' health and well-being by applying Abel's model of the forms of capital and contextualizing it in the school community (Fig. 1) .
In the background of the social capital theory that has been presented here is the view of Putnam's thinking [26] (cf. in the background of Abel's thinking is Bourdieu's model of thinking). Putnam's definition (1993) is based more on communal properties in which the term of social capital approaches the community and partnership that improves the operation of communities [26] . Thus, social capital is based, for example, on the solidarity and partnership which will be created in interaction networks when certain conditions (trust, open communication, interaction, participation and learning) dominate between people in the school communities [27] . In general this means that only partnership that is based on trust, open communication and continued interaction and participation and learning can expand social capital in the school community and within different levels with other partners, such as other schools and experts in different fields. Thus, good partnership serves as an affirmative resource when pupils' health and well-being are promoted.
In several studies it has been stated that functional and positively experienced co-operation and partnership between home and school have positive effects that promote the wellbeing and learning of pupils [14, 28] . Epstein and Sheldon (2002) have also found that several family-schoolcommunity partnership practices predict an increase in daily attendance, a decrease in chronic absenteeism, or both [13] . Additional needs for partnership with other sectors, like various community organizations, were identified [17] . In our previous study of health promotion in the Finnish ENHPS schools we found that collaboration in a network of participants from inside and outside the school community was the most commonly described positive event Planning and implementation of health promotion activities in collaboration with teachers, pupils, parents, school nurses and representatives of the municipals and parish youth work organizations and other comprehensive schools in a long lasting period was respected [29] . However, although many articles deal with partnership, to date few studies have explored the extent to which a relationship between schools and other community organizations truly exists [17] .
The staff of the school has to have sufficient mental and skill resources, readiness and sufficient support for carrying out co-operation (see Fig. 1 ; Resources). Earlier studies show that the role of the headmaster and teacher [27, 30] and the school nurse [31] [32] [33] are importance, so that actions which promote health are possible in school communities. However, in the light of earlier studies, there are several obstacles in the background of the partnership between school and home. For example, teachers have few resources for co-operation even though parents hope for it [28] . Novice teachers may not have competence for co-operation [34] . New teachers do not often have enough know-how to concretely implement and develop partnership with parents.
For successful partnership, the resources of all parties' must indeed be surveyed. Partnership also requires strong leadership, a common vision, intensive co-operation and scheduling [35] . Another problem is also that poor families usually participate in co-operation between the home and the school less than well-paid families. Thus, more communal and individual understanding of different kinds of families is needed in school communities, as well as enhancement of parents' social capital, so that they can direct their children better [28] . According to Virtanen and Onnismaa (2003) , for example performance discussion is a suitable method of cooperation between home and school because it increases confidence between the parties; both parties get necessary information about each other [36] . However, partnership between schools, parents and other organizations is underdeveloped and undervalued, but it represents a potential way in which schools might built additional capacity and support [17] .
Successful partnership and co-operation with the different levels of the school community are seen as affirmative resources for the health and well-being of children and adolescents, which provides resources and makes choices possible in the promotion of health. A final result is, for example, a healthy lifestyle and better health (see Fig. 1 ). However, social capital is not separate from other capital structures, such as cultural and economic capital, even though their handling has been consciously left with less mention in this article that concentrates on social capital, especially social support networks and partnership. For example, realisation of co-operation between home and school has to be a part of the operating culture of the school (cf. cultural capital) in which the workers have sufficient know-how to carry out partnership (cf. social capital). The social capital viewpoint of this study is especially a social support network, like home-school partnership, school nurse's partnership and also wider partnerships in the different levels of school communities, for the promotion of pupils' health and well-being. The study is part of a larger European Network of Health Promoting Schools programmed (ENHPS) in Finland. The objective of the study is to produce information that helps the staff of schools and partners in co-operation in the future to develop health promotion in the school community and to design partnership programmes at different levels of the school community to promote pupils' health in comprehensive schools.
MATERIALS AND METHODOLOGY

Aims of the Study
The aim of the study was especially to investigate Finnish ENHPS school teachers' (classes 1-9, n = 22) views of the functionality of the social support network in promoting children's health and well-being in school during the four-year period (2003) (2004) (2005) (2006) . We especially wanted to examine possible changes in (1) partnership between school staff and the home; (2) school nurse's partnership in the school community's health promotion; (3) partnership and co-operation in health promotion practices in different levels of school communities. Thus, this article deals with social capital as the resource of children's health and well-being.
Data and Methods
The ENHPS programme was an international programme for the promotion of school health initiated by the WHO European regional office, the European Council and the European Commission, to which more than 40 countries belonged in the years 1991-2007 [37] . Since 2008 the Schools for Health in Europe (SHE) network has continued the mission of ENHPS [1, 38] . Finland joined the ENHPS programme in 1993 and since then a varied number of Finnish schools (30-70 schools) have been involved in the ENHPS / SHE programmes [31] . The ENHPS / SHE aims are to integrate health promotion into every aspect of the curriculum, introduce healthy programmes and practices into everyday school routines, improve working conditions and foster better relations both within the schools and between them and their local communities. The reason behind the idea of integrating health promotion into every aspect of the school setting is the vision that everybody will be connected with it: pupils, teachers, other school staff, parents and, eventually, the wider community [1, 39] .
The data for the study were collected at the beginning and end of the four-year (2003-2006) ENHPS period. Altogether 22 school communities (= participants) took part in both the basic and follow-up surveys. The response rate was 53%. The participants were teachers or school directors who also worked as health-promoting school coordinators at their school level.
We used web-based questionnaires, which consisted of Likert-type items (1 = strongly agree/positive, 2 = somewhat agree/positive, 3 = don't know, 4 = somewhat disagree/negative, 5 = strongly disagree/negative). The questionnaire was formulated based on literature including items related to partnership between school staff and home school nurse's partnership in the school community and partnership in health promotion practices in school community. The data were analyzed using descriptive statistics. The alternative responses "strongly agree" and "somewhat agree" were combined into a new alternative "agree", and "strongly disagree" and "somewhat disagree" were combined into a new alternative "disagree". Possible differences between the beginning and end of the four-year period during which the participating Finnish ENHPS schools belonged to the Network were examined by means of a non-parametric Wilcoxon's signed rank test. A nonparametric test was used because of the small number of cases. A result with a p-value of less than 0.05 was regarded as statistically nearly significant, a p-value of less than 0.01 as significant and a p-value of less than 0.001 as highly significant [40] .
Ethical Questions
This study was implemented using good scientific practice formalised by the Finnish National Advisory Board on Research Ethics, which promotes research ethics in Finland [41] . Ethical approval was applied for from the Finnish ENHPS board and the participants were given information about the purpose of the study. Participation in the study was voluntary and anonymous Table 1 presents the results of the partnership between school staff and the home, which was considered successful overall. The teachers estimated that the school supported the educational task of the homes and were responsible for the pupils' growth and education (90% in 2004 and 91% in 2006) . Nearly all the schools (90% in 2004 and 95% in 2006) worked in co-operation with the parents at an individual as well as at the parent-society level so that the parents could support the target-oriented learning and school attendance of their children. A pupil welfare network and a multi-vocational co-operation network had been arranged at nearly all the schools (100% in 2004 and 95% in 2006), so that it was possible to use them to support the pupils' school attendance and well-being.
RESULTS
Partnership Between School Staff and the Home
At the curriculum level, development was still needed in the definition of co-operation between home and school. When planning a curriculum, co-operation between school and home was not always defined together with the social welfare and public health service authorities of the municipality. Nonetheless, at the beginning of the period 43% and in the follow-up situation 68% of the teachers estimated that co-operation was defined together with the social welfare and public health service authorities of the municipality.
The pupils' supporters did not always have opportunities to participate in the planning and evaluation of teaching and educational work together with a teacher and pupils. Namely, in the beginning approximately one fifth of the teachers (19%) and one third of them (32%) in the follow-up disagreed that the supporters had opportunities to participate in the planning and evaluation of the teaching and educational work of the school together with a teacher and pupils. The teachers estimated that parents' participation in the promotion of health in the school decreased from 68% parents' participation to 29% during the follow-up time, which is a statistically significant finding (p = .017). However, in the participants' opinion, the parents (95% in 2004 and 91% in 2006) were informed about the curricula, about the teaching arrangements, about pupil welfare and about the opportunity to participate in the co-operation between the home and the school. The starting point for the co-operation between home and school was respect for and equality of the different parties (86% in 2004 and 100% in 2006). Furthermore, nearly all the participants (95% in 2004 and 2006) felt that the school was in co-operation with the supporters so that the supporters could support the targetoriented learning and school attendance of their children.
SCHOOL NURSE'S PARTNERSHIP IN THE SCHOOL COMMUNITY'S HEALTH PROMOTION
A majority of the teachers (73% in 2004 and in 2006) estimated that the expertise of the school nurse was used by the staff of the school, if necessary ( Table 2) . However, over a fourth (27% in 2004 and in 2006) disagreed on the claim in question. The participation of the school nurse in teaching and the planning of teaching was also considered minor. At the beginning of the period one fifth (18%) and in the follow-up situation nearly half (45%) of the teachers estimated that the school nurse did not participate in health education actively. Furthermore, less than a third (27% in 2004 and 32% in 2006) estimated that the school nurse did not participate actively in the compilation of the curriculum of health promotion. Most shortcomings appeared in participation in the decision-making of the school nurse: 36% of the participants in 2004 and as much as 59% in 2006 informed that the school nurse did not participate actively in decision-making concerning the school community. However, the school nurse was seen to have a more active role in the evaluation of the physical and psychosocial working conditions of the school and in the promotion of well-being. Yet, 18% of the teachers at the beginning of the period and 14% in the follow-up situation considered the role of the school nurse inadequate here.
We wanted to find out the participants' views on cooperation between the teachers and the school nurse in the promotion of health with the help of the open question. In these answers co-operation was described as smooth and flexible: "Succeeds well, school nurse is active, his/her professional skill is trusted", "Does work naturally and flexibly". The professional skill of the school nurse was trusted and the teachers experienced that they were getting support in the different matters which are related to health and well-being: "Even though the school nurse's room is in a separate building, it seems that co-operation goes well and that, if necessary, we get support and help."
In some of the schools the school nurse also belonged to different teams and took part in planning of special topic days: "The school nurse joined the pupil welfare work group Factors that affect co-operation negatively were also brought out in the open answers. Especially the lack of time and the large amount of work of the school nurse were seen as factors that weaken co-operation. It was not necessarily possible to catch the school nurse every day, which for its part made the smoothness of co-operation more difficult: "Co-operation is close and smooth. The school nurse tends to be overloaded, really busy." "The problem is the school nurse's lack of time at our school: 3 days per month." "The school has the school nurse present three days per week.
He/she takes part in the pupil welfare work group and is always at the teachers' disposal according to the resources."
The results bring out the great variation in the resources of the school nurse in different schools. Table 3 indicates that much vocational co-operation in health promotion at school has been successful. Based on the results, the majority of the teachers (86%) at the beginning of the period and in the follow-up situation (90%) estimated that co-operation with experts in different fields (for example, teachers, school welfare officers, psychologists, school nurses, etc.) has been flexible. However, co-operation with members of the school community in the compilation of the curriculum of the promotion of health was not implemented very generally yet. Less than half of the participants (48% in 2004 and 40% in 2006) estimated that not all the members of the school community (the teachers and staff of the school, the pupils and other parents) actively participated in the promotion of health in the compilation of the curriculum. Furthermore, dissatisfaction with the activity of the persons compiling the curricula of health promotion increased significantly during the study period (38% dissatisfied in 2004 and 60% in 2006, p = 0.043).
PARTNERSHIP IN HEALTH PROMOTION PRACTICES IN DIFFERENT LEVELS OF THE SCHOOL COMMUNITIES
Co-operation in the promotion of the health with the public service branches of the locality was extremely abundant (95% in 2004 and 100% in 2006). The schools also co-operated much with organisations in the locality or neighbouring areas (for example MLL) at the beginning of the period (91%) and in the follow-up situation (86%). While 68% of the schools in 2004 had co-operated with other schools in the locality in the promotion of health, in 2006 the percentage had fallen under 48%.
There was considerably less regional co-operation between schools. Only a quarter of the schools had cooperated in the promotion of health with schools in other localities of the region at both study times (23% in 2004 and 28% in 2006). However, about half of the schools cooperated at the national level with other schools in the promotion of health (50% in 2004 and 55% in 2006). At the international level 41% of the schools had co-operated in the promotion of health at the beginning of the period and 29% in the follow-up situation.
DISCUSSION
The research results of the four-year follow-up show that parents' participation in co-operation between home and school requires development (cf. Table 1 ). According to the research results, participation of the pupils' parents in the promotion of the health of the school community has diminished statistically significantly. The results also show that the supporters' opportunities to participate in the planning and evaluation of the schools' teaching and educational work together with the teachers and pupils has weakened, even though the Basic Education Act 628/1998, revision 477/2003 and the National Core Curriculum for Basic Education (2004) standardise teaching, education and co-operation in the objectives of the curriculum of the school as being tasks of both the school and the home [6, 11, 12] .
Also earlier research results of international studies bring out shortcomings in the co-operation between the home and the school in the support of the health learning and wellbeing of pupils [14, 15, 28, 34] . Several factors may be behind the scantiness of co-operation between home and school; it is difficult for parents to commit themselves to the responsibility or it is not known how to decentralise responsibility so that the same parents need not be active all the time. Although co-operation between parents and the school is active as a rule and natural (for example, the parents participate in parents' evenings and other activities of the school), based on the results 60% of the teachers felt that the staff of the whole school, parents and pupils do not actively participate in the promotion of health in compiling the curriculum (cf. Table 3 ). However, according to the national principles of the curriculum, such co-operation is supposed to take place.
Of course, parents are represented, for example, on the board of directors and/or the pupil welfare work group of the school, but the curriculum of the school that has been drawn up is brought to them ready to be accepted. At school it is felt that when the information of the curriculum has been drawn up it is sufficient to bring it to the representatives of parents and it is not necessary to summon the parents to participate in the compilation process and the development process of the curriculum. Thus, the health questions of the pupils and health education may receive minor attention in the curriculum if the parents cannot bring out the matters of the health learning of their child from the point of view of the family already in the planning stage.
The significance of the school nurse is important when the health of the pupils is promoted, as when developing programs on obesity, drug use, or depression to promote mental health and increase academic achievement [32] . However, the school health staff does not produce sufficient support services for the school in promoting the health and well-being of the pupils (see Table 2 ). According to this study the expertise of the school nurse in the questions of promoting health and in expanding the promotion of health in school communities is considered strong, but the resources are often too small at schools. Furthermore, there is great variation in the resources of the school nurse in different school communities. The work of the school nurse is concentrated on the pupil's physical examinations and the school nurse has no operational resources for perceiving and finding sudden health threats of a pupil. There indeed are references to the fact that the responsibility for perceiving pupils' health threats has been transferred to the teacher, who is also responsible for further reporting observations to the school nurse. Likewise, the role of the school nurse requires clarification in health promotion work and pupil welfare in the school community.
The expansion of the common social capital becomes an objective between the school (to contain the staff and a school nurse) and the home [22, 28] : what kinds of methods and operating models are there to help and to solve problems and shortcomings that are manifested in confidential interdependency and co-operation. Teachers' turnover at school also sets challenges to the continuity of co-operation and to the expansion of social capital. For example, Saaranen et al. (2007) found teachers' turnover in school communities to be significant in an action research project in which teachers' occupational well-being was developed in the school communities [42] . Promotion of the health and occupational well-being of the staff also supports the pupils' achievement of better learning results and the willingness of the teachers to develop their own work [42] .
On the basis of the results the starting point for cooperation between the schools and the home is respect and equality of the different parties (see Table 1 ), but concrete co-operation between the parents and the school clearly requires strengthening in the promotion of health. Also, wider co-operation between home, school and community and with different co-operating partners requires targetoriented planning, which again calls for sufficient mental and skill resources, readiness and sufficient support to carry out co-operation by the staff of the school (see Fig. 1 Resources). Successful partnership in health promotion practices in different networks of school communities requires good leadership in the school community itself [35] and mutual partnership among the workers of the whole school (teachers, school nurse and other staff), which includes trust, open communication, interaction and learning and participation (cf. social capital).
Successful partnership inside the school community also prepares for wider co-operation in promoting the health and well-being of the pupils. Based on this study, multivocational co-operation between schools and experts in different fields of health promotion (for example, teachers, school welfare officers, psychologists, school nurses, doctors, etc.) and the public service branches of the locality (for example, the police, youth action) indeed is flexible (see Table 3 ). However, the results show that there is need for development in co-operation with other schools of the locality and neighboring areas.
Because the functionality of the social support networks is significant when promoting the health and well-being of children and adolescents [13, 22] , new ideas and models for improving co-operation must be developed in a continuously changing society. Schools indeed should be target-oriented, for example in co-operation between the home and the school, in planning how in health education could utilize interactive learning tasks to allow children, parents and different schools to co-operate more than at present, for example in the web-based learning environment of the school's health education. In this way the parents' media skills can also be developed and they may become able to be more closely committed to supporting the teaching task and educational task of the school through similar objectives. Partnership programmes between the home and the school, which are suitable for the workday of the school, well designed and tried, are missing nearly entirely from Finland, and only a few are found internationally [17] [18] [19] . Thus, there is a need for development models with which to develop cooperation between the home and the school, which have been tested and evaluated in practice.
The questionnaire used in this study was used previously and the validity and reliability was found good [16] . The sample of schools consisted of only 22 schools in Finland, and therefore the results cannot be generalized widely. However, the results are suggestive for other schools elsewhere in Finland and the results can give new points of view also internationally for the development of pupils' health and well-being in school communities. The study indeed produced information which will help the staffs of schools and partners co-operate in the future in developing the promotion of the health of pupils in the school community and in designing partnership programmes at different levels of the school community to promote the children's and young people's health in comprehensive schools.
CONCLUSION
Social support networks, like partnership between the school staff and the home and the school nurse's partnership in the school community's health promotion, as a dimension of social capital, are ways to realize pupils' health and wellbeing. Furthermore, social capital is not separate from other capital structures, such as cultural and economic capital, which are all needed. Evidence-based, tested and suitable partnership programs targeted to children's positive health promotion in the school community are basically lacking in Finland. Thus, this study provides information about the functionality of social capital and about the situation of partnerships, which is valuable to the staff of the school, to co-operating partners and to researchers in developing health promotion in school communities.
